Introduction
============

At the ninth Alpe Adria convention, which took place between the 27 and 29th of May 2010 in Villach/Austria, experts from different European countries (namely Italy, Bulgaria, Serbia, Slovakia, Czech Republic, Greece, Slovenia, Croatia, and Austria) discussed the epidemiology, available treatment concepts, and research methods used in alcohol-dependent patients in their countries. Representatives of five of the participating countries decided to present recommendations and treatment approaches in alcohol-dependent patients, agreeing to avoid the establishment of general guidelines.

Epidemiology
============

Based on European and American epidemiological studies, approximately 8.5% of the population suffers from alcohol use disorders (abuse and dependence, according ICD-10; NIAAA, [@B28]).

In 2008, the National Institute on Alcohol Abuse and Alcoholism presented a cross-sectional report, stating that in most countries the estimated percentage of the population fulfilling the criteria of alcohol dependence according to the ICD-10 and DSM-IV criteria is at approximately 4% (NIAAA, [@B28]).

At our meeting, several countries were not able to show representative data. However, the available data showed significant differences in the rates of alcohol use and dependence.

According to the Statistical Institute, the spread of alcohol consumption in Italy had been stable over the past 10 years (about 70% of general population), but over time, the consumer behavior has begun to change significantly (ISTAT, [@B18]). In particular, drinking patterns similar to those observed in northern Europe, where the consumption of alcohol is mainly apart from meals, is emerging. Over the last 30 years, a lower consumption of wine has been observed, while the consumption of spirits and beer maintained constant and slightly increased, respectively. In 2009, a survey of the Italian population over the age of 11 years had been conducted and yielded the following results: 68.5% (*n* = 36,549,000 people) were reported to have been drinking alcohol in the previous 12 months; 27% (*n* = 14,419,000) consumed at least one type of alcoholic beverage on a daily basis; 15.8% (*n* = 8,454,000) were identified as hazardous drinkers (heavy drinkers or binge drinkers). According to the database of the European Health for All (WHO, [@B37]), the per capita alcohol consumption in Italy is 10.45 l/year, which is well above the WHO recommendation targets for 2015 (6 l/capita/year). In particular, an increase by 1.8 percentage points in the percentage of women aged 19--64 years who consume wine or alcoholic beverages outside meals has been recorded with respect to 2003 data. In 2006, 61,656 alcohol-dependent patients (48,324 males and 13,332 females), who have been followed by more than 400 working groups distributed over the country, have been recorded in Italy (WHO, [@B37]).

The incidence of alcohol dependence is about 5000 new cases/year (Scafato, [@B33]) and the percentage of alcohol dependence among young people is increasing. Specifically, the strongest growth over time is noted in the 20--29 age group compared to other age groups -- from 10.7% in 1998 to 14% in 2004. Actually, 15% of the Italian alcohol-dependent patients are under 30 years of age. (Scafato, [@B33]).

According to EPIAF study (trans-sectional survey), in the year 2004, approximately 300,000 people with alcohol-related problems were detected in the Slovak Republic, which accounts for about 5.5% of the country\'s inhabitants (Heretik et al., [@B14]).

In the Czech Republic, the consumption of alcohol fluctuates at 10 l/capita/year and shows a slowly increasing trend (NMSAT, [@B29]). In the population of 16 year old adolescents, the prevalence of binge drinkers in the past 12 months was found to be at 48%, the combination of alcohol with medications at 18% (Hibell et al., [@B16]). Binge drinking is a continually increasing trend. In 2007, the Czech Republic had the highest prevalence in the indicator of drunkenness in last 12 month. Forty-eight percent of 16 year old adolescents had experienced drunkenness at least once, which is 9% over the EU-average. This trend has specifically increased in the female population (Csémy et al., [@B8], [@B7]). In general, we have only little insight into the alcohol consumption habits of the general population. According to recent estimations, 450,000 people in the Czech Republic misuse alcohol, which accounts for 0.4% of the total population (Sovinova and Csémy, [@B34]).

Another study has published data showing that approximately 1,300,000 people demonstrate risk patterns of alcohol consumption, whereas the prevalence of alcohol dependence is at 7.2% of the Czech adult population (aged 18--64). The alcohol consumption among men is higher when compared to women. The highest alcohol consumption has been observed among men aged 35--64 years. While younger people consume alcohol less often, however in higher amounts, the older ones prefer to consume alcohol on a regular basis, however in lower amounts. The most frequently consumed type of alcoholic beverage was beer among men and wine among women. Fridays and Saturdays were days associated with the highest rates of alcohol consumption. If compared to the 2002 survey, the alcohol consumption among respondents slightly increased (Kubićka and Csémy, 2004).

According to the, WHO ([@B38]) 42.5% of the Greek male population and 13.6% of the females consume alcohol daily.

The data from a study performed in a representative sample of the Attica region population (1,514 adult men and 1,528 women) shows, that the daily consumption of pure alcohol (in grams) is 225 (±45) among men and 95 (±39) among women (Pitsavos et al., [@B30]).

Alcohol and its Burden on Society
=================================

Based on scientific literature, we have agreed that alcohol dependence must be understood as a chronic disease with various forms of relapses (with and without loss of control) and as one of the leading causes of preventable deaths in the European Union (European Commission, [@B11]) seen as a major public health hazard, all countries agreed that improved methods of prevention, diagnosis, and treatment of alcohol use disorders are essential and necessary.

For example, in Italy, at least 24,000 deaths/year occur due to the effects of alcohol (Scafato, [@B33]). Alcohol use contributes to a range of acute and chronic health consequences, ranging from injuries resulting from traffic accidents to carcinomas, and cardiovascular diseases. It has been estimated that 5.31% of all male and 3.01% of all female cancer diagnoses are alcohol attributable; 5.74% of all male and 2.19% of all female deaths resulting from a cardiovascular disease are alcohol-related; alcohol-related deaths from liver cirrhosis are 47.75% in males and 40.03% in females; alcohol-related deaths from injuries are 26.25% in males and 11.37% in females. Finally, of all deaths, the total alcohol-related deaths are at 6.23% in males and 2.45% in females (Rehm and Scafato, [@B32]).

Moreover, 108,000 hospitalizations are wholly attributable to adverse effects of binge drinking and the percentage of alcohol-dependents using assessment, treatment, and rehabilitation services increased by 108% in the past 10 years. In Italy, in 2006, the number of alcohol-related hospital admissions was 102,367 (77.5% males, 22.5% females). The main diagnosis of admission was alcoholic liver cirrhosis (32.9%; Italian Ministry of Health, 2009).

Alcohol plays a major role in many fatal road accidents. In Italy, alcohol is the cause of nearly 50% of deaths due to road accidents and is also the leading cause of deaths in men under the age 40.

Consequently, alcohol consumption imposes a marked economic burden on society in several aspects including health care costs, costs of productivity loss, costs of property damage, costs of criminal justice, and law enforcement, etc. Furthermore, it has been found that this impact does not only affect individual drinkers, but also non-drinkers who live in the same society. It was estimated that in Italy 3% of the GDP (Gross Domestic Product) is attributable to adverse effects of alcohol.

While in most EU countries cardiovascular and cancer mortalities are decreasing, in Slovakia, they are still the leading cause of death, without showing any significant signs of a decline in the last decade. This is mostly attributed to the unhealthy life-styles of the inhabitants, influenced by factors such as high alcohol and tobacco consumption.

In the Czech Republic, traffic participants, who have died as a consequence of a road accident, were tested for their alcohol blood level. About 29.2% of the drivers and 51.8% of the pedestrians tested positive for alcohol (Mravčíkv et al., [@B27]). In the year 2009, 123 persons were killed by traffic accidents connected with alcohol consumption (Czech Ministry of Transport, [@B9]).

At the psychiatric institutions/wards in the Czech Republic, 15,336 cases of hospitalization with the main diagnosis ranging from F10--F19 have been recorded, of which 10,026 patients were diagnosed with F10 (Mravčíkv et al., [@B27]).

Also, in Greece, the use and misuse of alcohol has increased alarmingly. However, this fact has not yet received adequate social or state attention. It seems that heavy alcohol consumption has been integrated into modern life-style and, generally, is not considered to be an antisocial activity. In rural areas, the daily consumption of alcohol in places of social interaction (cafés, taverns, bars) is more than common, as well as intermittent heavy use at social events (local religious celebrations, feasts, wedding, or birthday parties). In urban areas, daily consumption is neither that prominent nor extended. Nevertheless, binge drinking has emerged where it was unknown before and the number of youth and adolescents that are exposed to binge drinking is rising.

Following data on standardized mortality-rates (per 100,000) for acute and chronic disease and injury are relevant: falls 3.2, intended injuries 4.1, traffic accidents 18.9, poisoning 2.6, alcoholic disease 0.1, liver cirrhosis 3.8, cancer of mouth and pharynx 1.2, ischemic heart disease 63.7 (WHO, [@B36]). According to the data from the National Statistic Office, alcohol-related road accidents were 216.1/100,000 inhabitants in the year 2000 and 185.5 in 2001.

Diagnosis of Alcohol Dependence
===============================

To objectivize alcohol intake the following biological markers are used:

                             Sensitivity                                                                                         Specificity             Normalization in abstinence
  -------------------------- --------------------------------------------------------------------------------------------------- ----------------------- -----------------------------
  Breath alcohol             100%                                                                                                100%                    Hours
  Ethyl glucuronide          100%                                                                                                100%                    Days
  MCV and γ-GT               63%                                                                                                 80%                     1--10 Weeks
  %CDT                       65%                                                                                                 96%                     2--4 Weeks
  **CUT -- OFF -- POINTS**                                                                                                                               
  GOT \> GPT                 Alcohol--toxic liver damage very likely                                                                                     
  GPT \> GOT                 Liver damage varying in origin                                                                                              
  γ-GT                       An increase to 1.3 times the upper limit of standard value speaks for alcohol--toxic liver damage                           
  MCV                        \>95 fl: alcohol misuse can be suspected                                                                                    
                             \>98 fl: speaks for alcohol misuse                                                                                          
  %CDT                       \>2.6% speaks for alcohol--toxic liver damage                                                       Kogoj et al. ([@B21])   

Twin and adoption studies have shown that in more than 50% of the cases a genetic burden exists (Koehnke, [@B20]). The heterogeneity of the disease is undoubted and empirically supported, as presented in a study by Hesselbrock and Hesselbrock ([@B15]), where clinically useful subtypes of alcohol dependence are defined.

The characteristics of a useful classification system should be comprehensiveness and specificity, heterogeneity between the groups, stability, and multidimensionality and of course they should be easily used in clinical work.

Today four or five subgroups seem to be established for diagnosis, prognosis, and special therapy.

High alcohol intake, severe craving, and severe withdrawal define one type. Another one is mainly defined by a mildly affected long-term course. The third is accompanied with psychiatric comorbidities, the fourth one with an antisocial long-term course. Authors in Portugal and other southern European countries are of the opinion, that there should be a separate group containing early multiple drug dependence (Pombo and Lesch, [@B31]).

In Italy, alcohol dependence is widely diagnosed by the criteria of DSM-IV. Interviews and self-report questionnaires could be useful to assess quantity and frequency of drinking. Questions focus on two principal aspects: consequences of drinking and perceptions of drinking behavior. The CAGE questionnaire- the name is composed as an acronym of its four questions- is commonly used to determine the risk of alcohol-related problems. The alcohol use disorders identification test (AUDIT), a screening questionnaire developed by the World Health Organization has been validated in six countries and is used internationally. Like the CAGE questionnaire, it uses a simple set of questions -- a high score earning a deeper investigation.

In order to measure craving, simple scales such as the visual analog scale (VAS) have been applied. However, methods have recently been developed, which provide a less subjective measurement, consisting of self-administered questionnaires that evaluate the obsessive-compulsive behavior toward alcohol: obsessive-compulsive drinking scale (OCDS), alcohol urge questionnaire (AUQ), Penn alcohol craving scale (PACS), etc.

In Slovakia the ICD-10 criteria are widely used to diagnose alcohol-related problems and there is no common use of characteristics leading into the classification into subtypes.

Despite continues discussions about different clinical perspectives and therapeutic approaches for patients with special needs, in the Czech Republic no specific research projects and publications in this area are present.

Also, in Greece, no subtypes of alcohol dependence, such as Barbor or Lesch etc., are in common use. Two main diagnostic types have been established: alcoholism with and alcoholism without a psychiatric comorbidity.

In Austria, the Lesch typology is being introduced (Figure [1](#F1){ref-type="fig"}), and depending on one of the four subtypes, special programs are offered. However, in most centers in Austria the heterogenic categorization of alcohol-dependent patients into subtypes is not standard procedure. As a consequence, patients are not offered individual and personalized treatments, but instead are all treated in the same manner, often leading to unsatisfactory results. Some of them are dominated by psychotherapeutic approaches ("nothing over the lips"), while others are solely pharmaceutically driven treatment approaches (Lesch et al., [@B24]).

![**Vyssoki et al. ([@B35]) basis for diagnostic process of alcohol dependence according to Lesch\'s typology**.](fpsyt-02-00058-g001){#F1}

Counseling, Treatment, and Long-Term Guidance of Alcohol-Dependent Patients
===========================================================================

All countries agreed that the best treatment for alcohol dependence is early recognition and intervention, best starting before the onset of alcohol intake. The prevention of intoxication during pregnancy (alcohol and tobacco) should be a main target of the public health system. Information and special programs for young people have proven to be effective; special attention should be turned on young people under difficult social conditions, e.g., not loved by parents, frequent altering of caregivers, problems with social integration, binge drinking leading to hospitalization, delinquency, etc.

The focus of health systems on early detection in medical settings should be achieved in order to prevent further disease progression. Currently, the approximate time needed for medical disabilities, which he clearly been caused by alcohol, to receive special alcohol treatment, is 7 years.

The sourcing of treatments strongly varies in the individual countries and also influences the availability of treatment programs. Family approaches as well as internal medicine based treatments are available in Southern Europe, while psychiatric treatments and Alcoholics Anonymous (better known as AA-groups) have been established in the northern countries. Motivational interviewing as a first step of treatment is globally used because one of the core-symptoms of addiction is the missing motivation for changing life-style and alcohol intake (Miller et al., [@B26]).

In Italy, treatment is mainly initiated in public hospitals with more than 200 alcohol units. Long-term follow-up is then covered by an extended program that is represented by the Clubs of Alcoholics under Treatment, which implies an integrated family and community approach, and is affiliated to the public health services. AA-groups follow in number, but other private and public initiatives exist.

In addition to psychosocial treatment, in Italy, pharmacotherapy is used in several addiction units. Pharmacological treatment of patients affected by alcohol abuse and alcoholism is an emerging mean of enhancing alcohol-abstinence and preventing relapse, complementing psychosocial interventions that have been used for many years. Specifically, craving has became a very important target for the treatment of patients with alcohol problems and several drugs, able to interfere with the neurotransmitters involved in craving mechanisms, have been proved. One of the first drugs approved for the treatment of alcoholism and currently in use in Italy is Disulfiram. Although Disulfiram\'s mechanism of action in alcohol dependence was long thought to be its effects as a psychological deterrent, more recent studies have uncovered potential anti-craving effects (Barth and Malcom, [@B6]). Further, Acamprosate and Naltrexone have been established for the use in relapse prevention treatment, while Baclofen is used as an off-label drug (Addolorato et al., [@B5], [@B4]; Addolorato and Leggio, [@B1]).

In Italy and increasingly also in Austria, Gamma-hydroxybutyric acid is used for the treatment of alcohol dependence, and that it has been shown to be effective both in reducing alcohol consumption and withdrawal symptoms both in animals and in humans (Gessa et al., [@B13]). In particular in alcoholics GHB have shown its ability to suppress the alcohol withdrawal syndrome with an efficacy similar to that of diazepam and chlormethiazole and to prevent alcohol relapse (Addolorato et al., [@B4]).

Pharmacological therapy should not be considered as the only form of treatment, but as an integrated part of a multi-modal approach including psychological and social support; moreover successful detoxification represents an important element, improving motivation for further treatment and preventing relapse (Addolorato et al., [@B2],[@B3]).

Today in Slovakia the attention is paid to general and selective primary prevention of alcohol-related problems. The Ministry of Education and the whole sector of education play a leading role in the field of prevention within the National Program on problems with alcohol. A bio-psycho-social approach is based on a biological model of alcohol dependence and alcohol-related harms. Consequently, the treatment interventions are complex programs with pharmacological, psychotherapeutic, and social components. Acamprosate is the most common medication for relapse prevention. Naltrexone is not registered. Disulfiram is not used any longer in Slovakia. Special attention is paid to physical comorbidity, such as gastroenterological and cardiovascular diseases, as well as to neurological complications. Thiamine is part of standard treatment. After the treatment of acute alcohol withdrawal, mostly medicated with diazepam, the cognitive behavioral therapy (CBT) and motivation-enhancement therapy are two generally accepted and applied psychotherapeutic approaches. Patients have the choice between a variety of different treatment options: combinations with continuation in in-/out-patient programs, individual and/or group therapy, brief intervention with counseling, or full treatment, which lasts for 12 months in best cases. Non-medical social aftercare may follow. In Slovakia, health care is primarily abstinence-oriented. The harm-reduction approach is prevalent in patients with frequent relapses, or in chronic excessive courses of drinking. Alternative, non-medical treatments are marginal in their significance (e.g., AA, spiritual treatment). But, however, most of the people with alcohol-related problems are still untreated, since they do not seek treatment. Treatment is fully covered by health insurance and is free of charge. The main barriers preventing people from entering the treatment programs are the prejudices found in the general population, but also among the health staff (IATPAD, [@B17]).

In the Czech Republic the core of the treatment system lies in psychiatric hospitals with special units for addicted persons. There are 16 psychiatric hospitals with this type of special care (long-term treatment from 8 to 12 weeks) and 32 psychiatric departments in hospitals where it is also possible to treat addictions (Mravčíkv et al., [@B27]).

A lack of out-patient treatment systems exists. There are 357 providers across the Czech Republic, which treat more than 15,000 addicts/year (with a minimum of 1 visit/year), including illegal drugs abusers. However, there is no data about alcohol user subgroup in this population. AA-groups have a relatively long tradition (Gabrhelík and Miovskú, [@B12]), but there are more models of self-help groups usually in connection (and support) with the staff of psychiatric hospitals. There is still an absence of special care for patients with comorbidity and special needs. On the other hand there are several special hospitals (e.g., Apolinar in Prague, Cerveny Dvur, or Bíla Voda), where alcohol-dependent patients are in joint treatment programs. This approach has been cultivated for many years with positive experiences. There are several programs for subsequent aftercare, yet this is not typical.

In Greece, the following services exist: five established therapeutic programs that offer specialized services for alcoholics; two specialized structures in general hospitals; six addiction programs that offer parallel treatment to alcoholics; and two mutual-help based intervention structures. The treatment approaches vary, but, in general, the aims of the therapy are alcohol-abstinence, improvement of psychosocial functions, commitment to therapy, and relapse prevention.

The therapeutic frameworks are:

-   Out-patient treatment: advised for patients that have the ability of self-care, have strong motivation, and a supportive family and social network.

-   Inpatient treatment: advised for patients that have a special need for strict structures, support, security, and whose environment, family or social, may be either supportive or negative or high risky. It is about a framework of intensive care.

The theoretic models of therapeutic approach for both individual and group therapy may include motivational interviewing, cognitive-behavioral approach as well as psychodynamic and family therapy.

Treatment programs include psychotherapy, in the beginning individual therapy and later on psychotherapeutic group therapy, in addition to a pharmaceutical regimen, if needed, and at the same time therapeutic intervention in the form of family therapy.

Pharmaceutical therapy, after the phase of somatic detoxification, includes Naltrexone, Acamprosate, and specific psycho-pharmaceutical treatment as needed in comorbidity cases.

In Austria in- and out-patient treatment is paid by the health insurances. For people, who are not insured, the municipalities bear the costs. Most of the patients are treated by the social services or at the general practitioner. Only 4% of alcohol-dependent patients are treated in specialized out- and in-patient alcohol units. Only 1.4% is treated in institutions with long-term treatment programs (6--8 weeks). The Lesch typology, which classifies alcohol-dependent persons into four subtypes, is used as a guideline for determining the medical treatment, psychotherapeutic approaches as well as socio-pedagogical work necessary for the patients (Lesch et al., [@B24]). Prospective studies using these approaches show significantly better outcomes than uniformed treatment concepts. The Lesch alcohol typology computer program has recently been translated into most of the European languages and has started to be become used in daily practice (e.g., Bulgaria, Greece, Poland etc.). Academic knowledge shows us, that the combination of psychotherapeutic approaches with pharmaceutical treatments is essential to long lasting abstinence. However, social support is also a crucial element of the treatment plan. Without social support, even the best the treatment may be useless (e.g., homeless, people living in poverty, isolated people in fringe groups, refugees, asylum seekers etc.; Lesch et al., [@B24]).

Out-Come Criteria
=================

In most of the countries absolute abstinence is still the only accepted goal. In many long-term studies it has been shown, that only approximately 15% of patients can reach this idealistic goal. Today, the growth of sobriety and reduction of alcohol intake (amount and duration) are accepted goals of treatment (EMA, [@B10]; Lesch et al., [@B24]). In severe alcohol-dependent patients with severe alcohol-related disabilities (Type IV patients according to Lesch), the decrease of mortality-rates is often the only possible goal. Therefore, the objective in such cases should be careful guidance, offering a structured daily routine, social support, and environment, in combination with leisure facilities.

The principal objectives of the Italian National Health Service are as follows:

-   Greater knowledge and awareness of alcohol harm in the general population.

-   Reducing deaths, injuries, or number of accidents, especially among young people.

-   Reducing workplace accidents and violence.

-   Treatment of alcohol abuse and alcohol dependence.

-   Increasing the responsibility of alcohol producers and distributors.

-   Supporting organizations that promote prevention initiatives and alcohol-related harm reduction.

-   Monitoring alcohol-related harm (Italian Ministry of Health, [@B19]).

In accordance with Mclellan ([@B25]), in Slovakia, alcohol-related mental disorders, including dependence, are viewed as a spectrum of different courses with different intensities. Long-term abstinence, or even controlled drinking in some cases, are favorable outcomes. However, chronic relapsing with different trajectories is typical for most of the patients. Reducing harm and extension of lives are often the main objectives, consistent with the goals in other medical disciplines treating chronic diseases. This point of view is resembles the assessment of the outcomes based on Lesch\'s typology. So far, no solid system or protocol for the evaluation of treatment outcomes of alcohol-related mental disorders is available in Slovakia.

In the Czech Republic, there are continuous discussions on the outcome criteria and goals in the treatment of alcohol dependence (from the traditional goal of "persistent and consistent abstinence" to the more modern goal of "quality of life"). Since 2005, at the Annual National Conference on Addictions, panel discussions, and workshops dealing with this topic, have become the routine.

Conclusion
==========

1.  A differentiation between alcohol abuse und dependence is the first step for further treatment. To avoid further damage to health, such as liver disease, the WHO recommends, to reduce alcohol drinking under the limit of risk (\<40 mg/day for men and \<20 mg/day for women). To achieve this, the dependence on alcohol must be seen as a heterogenic brain disease with significant medical and social consequences.

2.  Relapses should be seen as a part of the chronic disease, alcohol dependence.

3.  Today four different subgroups of alcohol dependency have been defined and established for treatment and research.

4.  A lack of motivation to stop drinking alcohol should be seen as a key symptom of alcohol dependency.

5.  There should be more discussion about prevention.

Defining the subgroup, collecting biological markers and gathering data on psychological/social conditions can create an individual treatment concept.

Of course governmental institutions must pay the treatment programs, including medical treatment, psychotherapy, and social projects.

The various countries have focused on the different treatment fields, of which all deserve appropriate attention. By exchanging experiences we have observed different and enriching admissions and backgrounds.

The various approaches, whether of medical, psychotherapeutic, or of social origin, must not be seen as contradictions, but should instead compliment each other.

If such an approach could be established, early professional treatment could be implemented, followed by better outcomes in the population\'s drinking behavior, whereas alcohol-related consequence could be avoided more easily and the high death rates in this group of patients could be lowered significantly.

[^1]: This article was submitted to Frontiers in Addictive Disorders, a specialty of Frontiers in Psychiatry.
